Fig 3 Barium enema showing almost complete disappearance ofpolyps
Soon after admission and without specific therapy, the symptoms subsided but she subsequently developed a chest infection which resolved completely. One month after admission sigmoidoscopy showed only some mild granularity of the mucosa and subsequent repeat X-rays showed almost complete resolution (Fig 3) .
Pigmentation faded, hair and nails regrew normally over the next four months and, at the time of presentation, the patient was free of abnormal physical findings.
Discussion: Initially, in view of the radiological and sigmoidoscopic appearances together with the macular pigmentation, Peutz-Jeughers syndrome was considered but the history, clinical picture and subsequent progress were not consistent with this. No biopsy of the gastro-intestinal lesions was performed but it is considered that these must have been of the nature ofmucosal pseudo-polyps.
A comparable clinical picture of gastro-intestinal and ectodermal change was reported by Cronkhite and Canada (1955) but their two cases exhibited severe malabsorption and ended fatally. The progress of the illness in this case suggests a temporary infective or toxic cause. First attended St James' Hospital in 1949 with a three-month history of progressive dysphagia.
REFERENCE
Investigations: Barium swallow showed an cesophageal filling defect just below the aortic arch.
The raised edge of a tumour was seen at 27 cm from the incisor teeth on cesophagoscopy.
Operation (1.12.49): Left thoracotomy. The growth, found immediately below the arch of the aorta, was adherent on all sides and was freed with difficulty. The lower two-thirds of the gullet was removed after transecting the cardia and dividing the cesophagus above the aortic arch.
The paracardiac and left gastric glands were removed with as many mediastinal glands as possible. After mobilizing the stomach an end-toend aesophagogastrostomy was carried out.
Specimen: A malignant ulcer was found 2I in. in length completely encircling the cesophagus. Histological examination revealed a well differentiated squamous cell carcinoma which had infiltrated to the superficial layer of muscle.
Progress
April, 1952: The patient noticed a lump on the front of the right thighthis was excised at another hospital. Histological examination showed a squamous cell carcinoma. In September the patient's attention was drawn to a further lump in the same site.
On examination (20.10.52): A 5-in. healed scar on the front of the right thigh. A long lobular mass was felt deep to the scar with two further nodules, one proximal and one distal to it.
Operation (9.9.53): Wide local excision of the extensor muscles of the thigh sacrificing the femoral nerve.
Histology: Invasion of muscle by squamous cell carcinoma.
March, 1954: Pain drew the patient's attention to a further lump above the right groin. Examination revealed a firm mass, 4 cm in diameter, above the inguinal ligament fixed to the lateral pelvic wall. 10 Operation (18.3.54): A cystic mass was found adherent to the external iliac vessels, round ligament and peritoneum. A block dissection was carried out removing the mass, the inguinal ligament, muscle, fascia and glands down to the external iliac artery. Section of a gland showed metastasizing squamous cell carcinoma. A course of postoperative deep X-ray therapy followed.
Present condition: The patient can swallow normally. She has no heartburn. There is no evidence of regional or distant metastases.
Comment: This patient is presented for two reasons. Firstly, it is sometimes stated that the tumour in those patients who survive for long periods after cancer surgery differs from the usual type. On this occasion, however, the squamous cell carcinoma behaved in the same way as any other malignant tumour, metastasizing via the blood stream and the lymphatics. Haematogenous spread to the thigh muscles occurred three years, and lymphatic spread to the iliac glands five years, after the original operation.
Secondly, this patient remains well eleven years after cesophagectomy and six years after removal of secondary deposits.
Carcinomatous Neuropathy with Papillcedema
[Abridged] P D B Davies MD MRCP A man aged 56 was well until 8.5.60 when he injured his chest at work. A month later he presented with a large left hamothorax and several rib fractures.
Chest X-ray showed, in addition to the pleural effusion, an opacity in the left upper lobe. One specimen of sputum contained epithelial cells very suggestive of malignancy. In life, no other evidence of cancer was found. Repeated examinations of sputum revealed no more malignant cells; bronchoscopy showed no tumour though there was some compression of the left bronchial tree (attributed to the pleural effusion) and the segmental orifices of the left upper lobe could not be seen; all specimens of fluid aspirated from the hemothorax were examined for malignant cells but none was found; there was no sign of cancer in two pleural biopsies. After his death on 18.9.6C we saw an oat cell carcinoma of the apicoposterior segmental bronchus of the left upper lobe with a solitary metastasis in a lymph gland al the hilum.
Shortly after admission to the Whittington Hospital on 13.6.60 he began to complain of parxsthesite in the hands and feet and of pain felt in the proximal muscles of the limbs. Then he noticed weakness and clumsiness of the limbs and we noticed mental changes with confusion and euphoria. The neuropathy progressed rapidly with increasing loss of power and muscle wasting with loss of limb reflexes. At the same time all forms of sensation were increasingly blunted. There were no cranial nerve, pyramidal or cerebellar signs.
A month after admission, though he made no complaint of loss of vision, papilloedema, which had not been present on admission, was found; the changes were well marked but there were no hemorrhages or exudates. At the time the papillcedema was assumed to be a sign of raised intracranial pressure caused by secondaries and so no further investigations were made. It was observed, however, that there were no other symptoms or signs of increased intracranial tension such as headache or vomiting and that there were no signs of focal lesions in the brain.
At the post-mortem not only were no intracranial secondaries found but there was no sign of raised intracranial pressure. The optic nerves were taken for histological examination. They showed degeneration, gliosis and round cell infiltration. It seems likely therefore that the papilleedema was due to optic neuritis. This possibility will be discussed more fully elsewhere.
There is no reference in the literature to an association of papilleedema with cancer but if real then it may be important. Our patient had what we now know was an operable growth but operation was not considered because of the mistaken assumption of secondaries. REFERENCE Brain R & Hens.. R A (1958) Lancet ii, 971 Dr F Clifford Rose (London) said he had recently reviewed 20 cases of carcinomatous neuromyopathies admitted to the National Hospital, Queen Square. One of these cases was very similar to the case shown by Dr Davies. He was a man aged 48, and was under the care of Dr S P Meadows. He presented with blurred vision and 'pins and needles' in his hands and feet. Examination revealed bilateral papillitis which later went on to consecutive optic atrophy with diminished visual acuity. He also had a typical asymmetrical peripheral neuropathy. The C.S.F. revealed a protein of 130 mg %, 13 Iymphos./c.mm and a mid-zone Lange curve. Although X-ray of the chest was normal, at post-mortem an oat-cell carcinoma of the lung was found but without metastases to the central nervous system. Histology of the optic nerve showed loss of nerve fibres and myelin, together with patchy areas of round cell infiltration. There were no metastases in the brain.
It is intended to report this case fully elsewhere.
